and of the cases makes it clear that in all cases of hypotension the drug was given intravenously SIR,-The correspondence (11 January, p. 121 and 22 February, p. 514) on the emergency treatment of tension pneumothorax in the newborn prompts us to relate our own solution to this problem when faced with it recently.
A child delivered by caesarean section after some hours of intermittent foetal distress attempted to breathe before the air passages could be cleared of thick meconium. Respiratory efforts ceased while the pharyngeal contents were being removed by suction, and as there was no improvement after gentle inflation with oxygen from a face mask an endotracheal tube was passed. Ventilation with oxygen then produced a rapid improvement in colour, and spontaneous respiration started, but when the endotracheal tube was withdrawn it was clear that something was wrong ; respiratory efforts were excessive, and there was a violent seesaw movement of the thorax and abdomen. The child rapidly became cyanosed again, so the tube was replaced and artficial ventilation recommenced. Auscultation revealed very little air entry on either side of the chest, and an x-ray showed a right tension pneumothorax with marked displacement of the mediastinum to the left.
An underwater drainage apparatus was improvised, using a disposable infusion set (which, when taken to pieces, provides a number of useful parts, including several male/female Luer connecters), a 16-gauge disposable intravenous cannula, a wide-bore 6-inch 15 cm. aspirating needle, and a rubber-capped 100 ml. bottle containing 50% dextrose. The aspirating needle was inserted through the rubber cap, and the dextrose was removed and replaced by sterile saline and chlorhexidine solution to a depth of 4 cm. The delivery tube of the infusion set was divided just below the drip chamber, and
